THAT hypernephromata frequently give rise to metastases in the central nervous system and its coverings is well known. The location of the secondary growths is most frequent in the bones of the skull and vertebral column and in the substance of the brain. Extension from the vertebral column or from the spinal meninges may ultimately give rise to symptoms of pressure on the spinal cord, but a case where the first and last symptoms of the tumour were due to invasion of the medulla spinalis and where at autopsy this was found to be the only lesion outside the primary tumour is sufficiently rare to warrant its being put on record.
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Since Augstein (1921) has reviewed the subject there is little point in discussing the general question of the site of hypernephromatous secondaries. The literature abounds in accounts of metastases in bone, lung, liver, adrenal, and other tissues, but there are, so far as can be determined from a search of the literature, only two cases of spinal intramedullary metastasis. A case reported by Belz (1912) showed a mass in the lumbar cord extending into the upper sacral region. The author shows without doubt the intramedullary nature of the secondary, there being no involvement of the spinal coverings. Other features of the case were secondaries in the liver and a recurrent growth with involvement of the associated lymph nodes at the site of the original tumour six months after the removal of the primary mass. The appearance of the metastasis in the spinal cord is very similar to that in the present case. V. Pfungen (1906) October, 1936. His complaint was loss of power in the right leg of seven weeks' duration. He gave the following history. Seven weeks before admission he felt tingling and numbness in the toes of the right foot. Gradually these symptoms spread to involve the whole extremity. This extension was accompanied by a progressive loss of power in the affected leg. He felt that the leg had become useless and he volunteered the information that he had no knowledge of the posture of the limb. At the same time he became aware that stimuli which normally caused pain no longer did so when applied to the left leg. For some weeks before admission he had precipitancy of micturition, which, within the past week, had given place to incontinence of urine. On admission there was some pain in the region of the right scapular angle, which pain occasionally radiated to the front of the body.
Until seven weeks before admission to hospital his health was excellent and apart from the diseases of childhood he had never been ill. No capsule and has replaced the kidney substance of the upper pole, without, however, invading the renal vessels or pelvis. The surviving tissue and the whole of the left kidney show no important change. The lower urinary tract and both suprarenals are normal. The spleen is enlarged (300 gm.) and soft; the heart is enlarged (480 gm.) and all its chambers are dilated. No secondary growths or other significant lesions are found in any of the thoracic or abdominal viscera.
Examination of the central nervous system shows only one lesion-a greyish-white, firm swelling in the right half of the spinal cord involving the eighth and ninth dorsal segments. This swelling produces only slight distortion of the normal shape of the spinal cord, since it is almost entirely intramedullary. The dura mater is not involved. The brain shows no flattening of the convolutions, but there is evidence of some degree of compression of the medulla, although without formation of an actual " pressure cone." The vertebral column, skull, and meninges show no abnormality.
The spinal cord, after fixation in formalin and examination, segment by segment, shows only the lesion in the eighth and ninth dorsal segments as described above. The maximum involvement of the cord is at the ninth dorsal segment where the entire right half of the spinal medulla is replaced by tumour tissue. The tenth dorsal segment is not involved and the upper limit of the growth is found in the eighth dorsal segment. Tumour is present in the sheath and substance of the posterior nerve root entering the eighth dorsal segment.
The clinical interest in this case lies in the fact that a syndrome closely resembling that described by Brown-Sequard has arisen from an intraspinal metastasis. It is generally agreed that the pure syndrome is but rarely seen and that its usual etiology is traumatic. The picture here is not quite classical, since there is an extensor plantar response on the left side and sensibility to vibratory stimuli was absent or much diminished over the bony points of the left inferior extremity. Two clinical anomalies are worthy of note. Sensibility to vibration was lost in the limb in which postural sense was well maintained.
Thus apparently there is a contradiction of the classical view that the same pathway in the cord subserves conduction of the two forms of stimuli; such a conclusion, however, implies equal vulnerability of the two systems. The other finding is that, in this case of cord neoplasm, the cerebrospinal fluid contained no excess of protein and cells.
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